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CHAPTER I 
INTRODUCTION TO THE STUDY 
The social worker is rega rded as an expert :in the social resources 
of the community. The medical social worker :in a large hospital setting 
must, no less, be expert in the use and coordination of community resources 
~~ to meet - needs of the patient. These are the prilllaxy tools with .mich I 
II she works. Utilization of community agencies facilitates total planning 
fori:he individual, helps the doctor in his treatment plan, and hopefull y 
I 
1 enables the patient to regain opt~ health earlier. 
These s tatements pertain to all sick persons, but the writer of this 
II thesis has elected to study the effective use of community resources to 
'I -
II meet the needs of orthopedically handicapped children. The cases selec-
' 
II ted for presentation are those with which the writer had experience in the 
i' 
j'l two-year period from July first, 1947, to July first, 1949. The social 
• worker had succeeded in interpreting to the doctors the need tr careful 
:! social planning for the crippled child, and had discussed with them the 
I 
! various services in the community for meeting his needs. The worker could 
I 
I depend on the doctors to refer routinely children with a diagnosis of 
l crippling disease. This was a practice both in the Orthopedic Clinic and 
i1 the In-Patient services at the Rhode Island Hospital in Providence. One 
I 
I 
I 
:I 
hundred and fifty cases referred to the social worker on the service by the 11 
!\ doctors were reviewed. Twenty-five of these were selected as a random 
j sample for study. The sample was determined by listing the one hundred 
\and fifty cases alphabetically and selecting every fifth one for study. 
1\'When these twenty-five cases· were more carefully reviewed for the study, 
I 
:I 
II 
I 
1 
=======~==========~====~====~====== 
2 
I 
-.=-.J.-- =-= ~ --= ---= -=-=-= =--= ~============================~~~~= 
I 
;\ 
I there was some duplication of findings. Ten of the twenty-five case 
11 studies were selected as data quite arbitrarily. 
II 
However, the writer 
I 
! 
I 
attempted to select those cases which would show the use of several dif-
ferent resources, and which would be representative of diagnosis, problem, 
and resources used in meeting these problems. 
II 
The hospital with its many services can alone give little more than 
complete medical treatment. However, more than this one aspect of care 
li 
!I 
I 
is necessary to help the person become totally rehabilitated. The coor-
dination of medical social resources in a small state such as Rhode Is-
land is somewhat less difficult than in a larger state divided into sev-
eral health districts or areas. The services are readily available in a 
one-day trip, so that much foster care planning and service outside the 
child 1 s own home are eliminated. As medicine has become increasingly 
I 
I! complex, the treatment of illness involves the utilization of a variety 
II of scientific techniques and specialized services. In the course of a 
I 
I single illness, a patient may require the services of several specialists 
' 
I and receive care in a number of related institutions. For these reasons 
I there is a need for continuous coordination and planning to achieve most 
1 effective use of the patient's time, physical strength, and financial re-
sources. 
The questions the writer proposes to answer in the development of 
thesis are: 
1. What are the resources used? 
2. Was the child helped to overcome physical handicap with the avail-
able resources? 
,, 
'I 
I 
I 
I 
I 
I 
I 
3. Was the child's only need that of financial help for extended 11 
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medical care? 
4. itfas medical care the only need to rehabilitate the child? 
I 5. Did the child's illness contribute to poor school adjustment? 
II 
II 
I' I! 
il 
I 
6. Did the child need vocational help? 
7. What was the child's attitude toward illness and his handicap? 
8. Was the child's personality influenced by his handicap? 
9. Did case work service help him to accept his handicap more 
I easily? 
II 
1: 
10. Did case work service help the child to live a more normal life? 
11. If not, what were other results of case work? 
II 
12. Other reasons for inability to help child adequately, and gaps 
in a complete program of care for crippled children. 
There has been much literature written concerning the emotional 
problems of crippled children, the case work approach in dealing with 
these problems, and the need to individualize or particularize the child. 
However, there has been much less recognition of the social case worker 
as the coordinator of total planning for the individual child with an 
orthopedic problem. This is the field in which she is more expert than 
the doctor, nurse, psychiatrist, and others in the medical team. The 
need of treatment in many areas makes it now impossible to find all the 
I necessary facilities under one roof. In this evaluative study, the writer 
I' il hopes to reach no startling conclusions, but to show with case illustra-
tions the types of resources necessary to total planning and the methods 
by which the social worker uses them as a valid and essential part of good 
medical-social planning. The study will show indirectly the changing em- -~-~-~-
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phasis from physical restoration on care to total rehabilitation, the 
resources most frequently used as well as those which are duplicated, and 
those of which there is still greater need. 
Selected reading and annual reports of the social service depart-
ment provide background material for the study. The thesis will consist 
of background Chapters on the thinking behind the provision of crippled 
\ 
children's services, the development of a program, the presentation of 
evidence in case studies, and a summary and conclusions. 
For the purposes of this study a crippled child is defined as one 
under twenty-one years of age, whose activity is, or due to a progres-
sive disease may become, so far restricted by loss, defect, or deformity 
of bones or muscles, as to reduce his normal capacity for education or 
self-support. It does not include children liDO are primarily handicapped 
!I 
I 
ij 
II 
!I 
II 
.I 
I' 
I 
1 by blindness, cardiac conaitions, chorea, deafness, epilepsy, mental 
deficiency, and other medical disabilities. 
The disabilities do include handicaps and deformities due to infantile I 
I paralysis, cerebral palsy, tuberculosis of bones and joints, osteomyelitis, il 
birth palsy, arthritis, traumatic deformities, congenital deformities in-
eluding club feet, dislocated hip, scoliosis, spina bifida, and congenital 
deformities of arms, feet, chest, hands, legs, ribs, and spine. Other 
causes of crippling include fragilitis ossium, Legge-Perthe•s disease, 
acquired scoliosis, torticollis, transverse myelitis, and deformities due 
to cellulitis , encephalitis, hemarthrosis, Freidrich 1 s ataxia, hydrocepha-
1 
lus, malignant bone conditions, rickets, syphilis, and tumors or ulcers of 
an extremity. Deformities resulting from fractures are also included. 
I' 
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CHAPTER II 
THE BASIC PHILOSOPHY BEHIND A PROGRAM 
FOR CRIPPLED CHILDREN 
There is a variety and complexity of needs which must be met for the 
individual crippled child in order that he may be assisted toward the 
goal of a full and useful life. The meeting of these needs may require 
the services of several individuals and specialized agencies in the fields ., 
of medical care, social case work, education, and vocational training. 
The success or failure of the efforts of these various agencies is depen-
dent upon an understanding of the individual child and his total medical 
social problem. Consistent pooling of information, joint planning, and 
coordination of activity on the part of health and welfare agencies are 
The 
of the medical social needs of crippled children. 
The objective of present day programs is to give the crippled 
child the best physical condition he can attain, and at the same 
time make it possible for him to develop his potentialities as fully 
as possible within the limitations imposed by his handicap. The 
present emphasis is upon complete and adequate medical care for the 
child in order that the maximum correction of his physical handicap 
may be obtained. The broadest concept of medical care is not limited 
to treatment of the organic impairment, but combines treatment of 
the physical illness or handicap and treatment of the unfavorable 
social factors which influence the effectiveness of medical care and 
contribute to the degree and duration of the disability. Some of 
these unfavorable social factors are inherent in an obvious handicap, 
which sets a child apart from his fellows and limits his activity. 
There are implications of social difficulties in a medical treatment 
plan Which necessitates periods of care in a hospital or convalescent 
home at some distance from the child's home, or which entails pro-
1 Georgia Ball, "Medical Social Needs of the Crippled", 
Public Health Nursing, December, 1940, pp. 722-730. I 
I 
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longed nursing care in the home, placing a heavy burden upon an al-
ready overworked mother. Unless the interrelationship of medical 
and social factors is recognized and given considerati.on in making 
plans for a crippled child, he cannot be helped toward the useful 
and satisfying life which is the ultimate objective. This objective 
can be achieved only if the child's medical treatment is integrated 
with his growth and development in social adjustment, education, and 
vocational training.2 
Effective medical social case work with crippled children who have 
orthopedic handicaps demands competent and skillful use of community re-
sources. A comprehensive approach is needed to promote an integrated 
program in which individuals with slight or multiple handicaps can re-
ceive the benefits of complete care. This program includes the use of 
health, welfare, educational, recreational, and employment services. 
Take for example the cerebral-palsied child with defective hearing and 
speech, the deaf-blind child, or the orthopedically crippled person with 
epilepsy or an impaired heart. Such children are in need of medical care 
and treatment, special education, vocational training, placement, psy-
chological guidance, recreation, and help with social adjustments. Inade-
quate training and care in early life are directly responsible for many 
of the limitations in adult handicapped individuals. 
A complete program for the handicapped begins with good case-finding, I 
a necessity for both preventive and remedial measures. In regard to con-
genital defects this means location and proper reporting of the child at 
the time of the original diagnosis. It includes medical care with hos-
pitalization, surgery, and competent supervision, as well as the occupa-
tional, physical, and speech therapies. Experience has proved that when 
2 Beatrice Hall, Meeting~ Social Needs .D.! Crippled Children, 
S. Children's Bureau, November, 1941, p. l. 
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'I 
I disabilities result from disease or injury it is imperative to institute 
treatment procedures at the earliest possible time, not only to achieve 
II maximum physical results, but also to prevent the defeatism, hopelessness, 
I 
II 
I~ 
:I 
II I 
weakened morale, and development of personality deviations which so fre-
quently result from neglected handicaps. Early treatment is therefore 
economical, not only in financial terms, but in terms of human values. 
Early location of a crippled child, and early acceptance of care by his 
parents may have a direct bearing on the degree of improvement which will 
result. Refusal of care or failure to cooperate in carrying out recom-
mendations is frequently based on emotional tensions within the family, 
!j 
il 
li which, if understood, could be modified thro~gh social case 
II 
I 
work processes. , 
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An understanding of the relationship of medical and social factors 
must be gained and given consideration in order to make the efforts of 
both the medical and social work groups fully effective. This area is 
the particular concern of the medical social worker, "Who is the social 
worker with specialized knowledge of social problems associated with dis-
ease and handicap, and with special skill in understanding the implications il 
of these conditions upon the social and emotional life of individuals. 
Education and vocational training are fundamental to the social de-
velopment of any child. Any program for a crippled child which fails to 
give careful consideration to these factors falls short of its real objec-
I 
'I tive. 
\1 opportunities available to children in hospitals and convalescent h ames, to 
Striking advances have been made in recent years in the educational 
1 home-bound children, and to children whose needs require special classes 
I 
~ 
II 
\I 
or some modifications in the program of the regular class. However, many 
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rural communities, and some urban ones are still seriously lacking these 
facilities. The variety of such resources for handicapped children, which 
is available in some areas, their integration with the educational systems, ! 
I 
and the recognition that these varied resources can be effectively employed , 
only on the basis of knmfledge of the individual child, his hopes and am-
bitions, are all evidences of increased understanding of need. 
A broad program of personal and vocational guidance, which includes 
' testing, counseling, training, and placement, leads to the best possible 
total adjustment. For those unable to enter regular employment, ~~ere 
II 
II 
I' 
I 
should be provision for employment for the home-bound, sheltered workshops, 1j 
curative workshops for rehabilitation, social services, psychiatric and 
psychological counseling, ~rograms of recreation or group activities, 
i and special parent or family counseling. Plans should be carefully made 
lj 
1 for special custodial care for the mentally deficient handicapped, and 
residential care for the mentally normal severely handicapped child. 
The social worker fnnctions within the hospital setting first of all 
I 
aiming to know the patient as a person from the initial contact in the Out- I 
I 
Patient Department. She also has to know the patient as a total individual.ll 
The disease process causing the handicap may be understood, but the illness 
1 may not be fully understood because the child's feeling about it may not 
I 
I i' have been considered. 
I 
The social worker must know what the illness means 
I
. to the patient, and she must understand the social problems involved. It 
:j is important not only to detect the physical disease but also any early 
stages of physical incapacity. The social worker must remember man is a 
unity of mind and body. To ensure health for the individual, the mind as 
~well 
:I 
II 
as the body must carry out its natural functions freely and effi-
11 
I' 
1\ 
II 
II 
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ciently. The fears and anxieties of the child determine the character of 
his treatment. The variations in degree of incapacity among individuals 
are due to many factors such as the patient's individual personality, 
the nature of his own desires and ambitions, the nature of his own fears 
and prejudices surrounding his illness as well as the racial and family 
background, social problems in regard to family difficulties, the indi-
vidual's place in the community, his work relationships, andhis economic 
problems. These nuances will necessitate many varied plans and con~~cts 
by social service when the worker carries out similar recommendations by 
the doctors. 
The medical social worker is first of all a social worker who 
focuses her efforts on achieving the ultimate well being of the in-
dividual and not on achieving health as an end in itself. The dif-
ference between her contribution and that of the other worker is in 
her adaptation of knowledge and technique of social work to a medical 
goal ••••••• The most important specific knowledge she brings is that 
of how to correlate the implications of a person's illness with his 
personal and environmental problems.3 · 
The extent of the service of the worker to handicapped children is deter- 11 
mined by the degree of crippling, the actual physical loss, and the extent 11 
I 
of disability. She must get a thorough picture of the patient's response I 
to the use of the handicap in terms of both his satisfaction and social 
functioning. To help him overcome his disability we have some particular · 'I 
agencies we can count on for aid. Agencies are the tool, the resource, !I 
which enable us to plan for the improvement and development of the indi-
vidual. 
~· cit., p. 8. 
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CHAPTER III 
DEVELOPMENT OF A PROGRAM FOR CRIPPLED CHILDREN 
The crippled child has received special recognition and attention 
from society only in comparatively recent years. The first White House 
on 
Conferenc~the Care of Dependent Children called by President Theodore 
Roosevelt in 1909 concerned itself with the dependent child and included 
the crippled child. Two hundred delegates gathered in Washington, dis-
cussed their problems, and made fifteen definite recommendations, among 
them one for the creation of what is now the Children's Bureau. The sec-
ond White House Conference in 1919 studied among its child welfare prob-
lems the health of children and children in need of special care. In 
1930 the conference considered preventive aspects of total child health, 
stressing the social and environmental factors which influence modern 
childhood, and included a special section on the problems of the handi-
capped. 
The handicapped child was singled out in the Children's Charter, t...'he 
lO 
~j pledge taken by the delegates at the White House Conference in 1930. 
II 
il 
Article XIII of this document recommends that social action be taken to 
insure 
••• For every child who is blind, deaf, crippled, or otherwise physi- 1
1
1 
cally handicapped, and for the child who is mentally handicapped, 
such measures as will early discover and diagnose his handicap, pro-
vide care and treatment, and so train him that he may become an asset 11 
to society rather than a liability. Expenses of these services Should 
be borne publicly where they cannot be privately met. il 
In another section of the same charter, Article XIX, there are recommenda-
tions for district, county, and community organizations for health, educa-
I 
tion, and welfare, with full time officials, coordinating with a state-wide 1 
11--== 
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program and a nation-wide service of general information, statistics, ~d 
scientific research. 
Interest in development of a program for crippled children has been 
stimulated by widespread epidemics, by the work of state hospitals, in-
stitutions, and university research. Private and public interests only 
gradually produced resources for child welfare and the welfare of the 
handicapped child. Institutions for the handicapped were organized and 
improved. Interest in special care and education for the crippled began 
in 1863 with the establishment of . the Ne1v York Hospital for the Ruptured 
and Crippled. Provisions for transportation of the handicapped to school 1 
was sometimes made by local authorities, and special classes to teach 
trades were offered in some of the institutions. 
The first public hospital devoted to the care Gf the crippled 
child was established in Minnesota in 1897. The first state law 
which made provision for services on a state-wide basis was enacted 
in 1919 in Ohio. By 1934 thirty-five states had made some provision 
for funds for the care of crippled children, although in several of 
these states the appropriations were so small that only a few children 
could be cared for. In relatively few states was it possible to con-
duct a state-wide program providing diagnoses, medical and surgica1 
care 1 hospitalization, and after care services for any substantial 
number of crippled children. 
Thus we see that the provisions were haphazard and inadequate. The pas-
sage of the Social SecurityAct of August 14, 1935, made possible the de-
velopment of a nation-wide program of medical, surgical, and after-care 
services for the physical restoration and social readjustment of crippled 
children. This law authorized Federal grants to the states for services 
to crippled children to be administered by the Children's Bureau of the 
1 U. S. Department of Labor, Facts About Crippled Children, 
March, 1944, P• 4· 
--~-~ --==== 
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II 
United States Department of Labor. The first Federal appropriation for this 
1936, and the states then began to submit plans as required in requesting 
Federal grants. There is now little uniformity in the state systems of 
care, and the programs are administered by the Department of Health, De-
partment of Public Welfare, a Crippled Children's Commissioner, Department 
of Education, or University Hospitals. Four years after the establishment 
of the program, services were in effect in every state. The purpose of the 
Federal program is not the replacement but the extension and supplementa-
tion of existing facilities for service in rural areas and areas of eco-
nomic distress. Implicit provision is made for the supplementary services 
necessary to make medical care effective. These include public health 
nursing, physical therapy, medical social work, child welfare services, 
public welfare services, and education. 
The Federal program is administered by the Division of Health Services 
of the Children's Bureau. The annual appropriation of $7,500,000 in fed-
eral funds for the crippled children's program was supplemented by state 
1 appropriations of ten million dollars in 1947 for operation of a program 
of diagnostic clinics, hospitalization, surgery, medical social services, 
and provision of aids and prostheses. Thirty thousand dollars is granted 
to each state, and $2,160,000 is apportioned on the basis of need in each 
· state after the number of children needing care and the costs of furnishing 
care have been considered. These amounts must be matched by state, local, 
or private funds under the supervision of the state agency. It is allotted 
according to the financial need of each state in carrying out its plan, 
which is made after studying the number of its crippled children and their 
I 
I 
12 
:I 
needs, evaluating their resources, and ascertaining certain gaps in its 
services. The plans show continuous cooperation between private groups 
and agencies interested in crippled children, and the officials adminis-
tering the program. There is always further expansion of the program to 
include other types of crippling conditions, and also provisions for emerg-
encies and epidemics.2 
The International Society for Crippled Children was founded in Elyria, ; 
Ohio, in 1921, in response to the expressed needs of many individuals. 
In 1927 the Society estimated there were 350,000 crippled children under 
sixteen years of age in the United States. It has focused its program 
on care, cure, and prevention of crippling disorders, and in providing for 
handicapped children those opportunities to which we have come to believe 
all children have a right. Direct service programs are carried on both 
independently and on a cooperative basis by affiliated societies in hun-
dreds of American localities, where for one reason or another public pro-
grams are unable to meet the need. The program in this country has, in 
general, advanced in four stages. 
The first of these was during the years before 1920, when care for 
the crippled and disabled was handled through isolated programs and ac-
tivity for specific conditions and needs. The second stage was charac-
terized chiefly by the organization of state societies for crippled chil-
dren. These organizations strongly influenced the formulation and adop-
tion of state laws relating almost entirely to physical correction in the 
2 A. L. Van Horn, "Crippled Children", Social~ Yearbook, 
New York, Russell Sage Foundation, 1947, PP• 138-144. 
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decade preceding 1930. The third stage was that of action on a federal 
1! level by participation in the White House Conference on Child Health and 
!I 
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Protection early in the decade of the thirties and the adoption of the 
provisions for crippled children in the Social Security law of 1935. The 
fourth stage, or present level of development, is characterized by the 
growing realization that completeness, integration, coordination, and care-
ful over-all planning are necessary to the final effectiveness of each of 
the parts of the program.3 
As a crippled child becomes adult, we no longer thi~ of him as a 
mild, but as an adult who is disabled. The two problems are inseparable. 
A complete program for the handicapped as outlined earlier is still far 
from being a reality. This task of translating our national programs for 
the physically handicapped into final social dividends falls into the prov- lt 
ince of the medical social worker. 
Schools and classes especially designed to meet the needs of crippled 
children are a relatively new phase of our public educational system. It 
was not until 1899 that the first public school class for crippled children 1\ 
was opened in the United States. Gradually states began to establish 'I 
I programs, and crippled children were included iri the public educational 
:I 
I 
I~ 
===; 
; 
I 
II 
system. However, facilities today are far from adequate. 
With the proper training, many children who enter school unable to 
care for themselves could master the self-care skills such as dres sing 
and feeding. The public school class for children under six years has the 
organization Which provides opportunity for the necessary training and 
3 The National Society for Crippled Children of the U. S. A., Inc., 
"Opportunity", Elyria, Ohio, October, 1942. 
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Child development as well as for parent participation. In such a class 
many of the physically handicapped who would otherwise be retarded in gro,.r-
ing up, learn to meet the demands of everyday living. · Some learn to walk; 
others learn to feed themselves and to become self-reliant. In spite of 
steady progress, there is still need for extension of public school serv-
ices to crippled children under six as well as more educational provision 
for older children and youth. 
There are several rather common types of schools for crippled chil-
dren. Hospital schools and convalescent homes provide education, usually 
in cooperation with the public s.chool department, but in their own self-
sufficient units. The children are all under regular medical supervision. 
Special classes in public day schools are designed primarily to meet the 
child's needs during a transitional period between illness and recovery. 
Here the school staff can help the child to avert any fears or developing 
personality problems. Children with lesser handicaps who may need some 
special services can usually adjust well in the regular day school classes.
1
\ 
The goals of education for the crippled child are identical to those 
goals of education for the child who is physically normal. If there is a 
determined need for a special school, such factors as medical care and 
treatment, school housing, diet and rest, special equipment, and transporta-
tion must be carefully considered. Some states provide necessary funds I 
I 
to cover the cost of special education through the Department of Educatiom. j 
I 
I Regardless of the pattern of organization in these public school classes, 
attempts are made to include such features as intensive and specialized 
medical care of children in the classes, physical ~~erapy, and sometimes 
occupational therapy, adjustment of school materials and equipment to meet I 
15 
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the individual needs of the children, special housing including ramps and 
elevators, transportation, nourishment, rest facilities, services of 
specially trained personnel, and guidance for the children and their par-
ents. When the child reaches the age of ·sixteen, he is referred to the 
Division of Vocational Rehabilitation, which carries on its program 
I 
I 
J 
:I 
through the Barden-LaFollette Vocational Rehabilitation Act of 1943. This ' 
was enacted to meet the needs of physically disabled civilians of employ-
able age. Through mutual agreement and joint planning with the Crippled 
Children's Division, diagnosis and treatment costs are assumed by this 
Division for children under twenty-one years of age, and costs for voca-
tional guidance and training assumed by the rehabilitation agency. 
A camping program for physically handicapped children is a recent 
development in the effort to meet the total needs of the crippled child. 
For the most part, the handicapped child has been served in special or 
segregated camps under the sponsorship of public and private health and 
welfare agencies. Camp is primarily a recreational experience with social, !I 
health, and educational values. All children and youth need an experience I 
I 
through which they may have recognition, self-expression, spontaneous fun, I 
and group acceptance. A physically handicapped child goes to camp for 
the same reasons as any camper. Factors other than the ability to parti-
cipate in physical activities are important in considering camp for a 
child. The daily pressure of living and playing in groups, learning new 
i 
I 
II 
i! 
skills, and sharing responsibilities are all part of individual adjustment I 
to the camp experience. 
The selection of the proper camp for each child must be based on his 
oo-=. -r~ 
i' 
I 
I 
I 
II 
I 
needs. \~en Children have had extensive medical treatment away from the 
family and neighborhood groups, a camp at some distance from home may 
give rise to insecurity in being with Children of comparable age or with 
children who are not handicapped, and in their relations with parents 
and other adults. Whether or not a child can attend a regular community 
'I 
1; camp depends on the knowledge of his medical situation, his diagnosis, 
II past history, and the present treatment and recommendations. 
II 
II 
I 
I 
A handicapped 
child may need the social worker's help to decide if he wishes to go to 
camp with non-handicapped children. If planning is carefully done a nd the 
child is prepared for his experiences, a camp with both normal and handi-
capped children can be of tremendous value. It I!Dlst be remembered that 
however well the child has accepted his handicap, he still is a medical 
problem, and he must have access to medical services and a good nutri-
tional program. 
The program for crippled children has developed through case-finding, 
:! diagnosis, treatment, and rehabilitation toward a normal life adjustment • 
. I 
II 
II 
'I I. 
I 
There is an increasing trend to aim at prevention of all illness that 
causes or may lead indirectly to crippling. Private agencies and civic 
1
1
1 groups have assumed much of this work, but in close cooperation with the 
public agencies. The private agencies have continued to raise funds and 
II 
I 
give them to the state agency with an inadequate appropriation t o meet 
its needs. They have often arranged and conducted clinics for diagnosis 
and treatment at the earliest possible moment, provided transportation, 
Shared private hospitals and convalescent f acilities with the state pro-
grams, and as representatives on various committees, have helped to f ormu-
late state and Federal standards for care of crippled children. 
I 
I 
I 
I 
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CHAPTER IV 
DEVELOPMENT OF A PROGRl\M IN RHODE ISLAND 
The development of a comprehensive program for crippled children in 
Rhode Island has followed a similar pattern to that on the national level. 
The need for educational facilities was first brought to the attention of 
the public in the summer of 1925 by the state's leading newspaper, THE 
PROVIDENCE JOURNAL. In the fall of that year, the Providence School De-
par~~ent re-opened the Public Street School as a school for crippled chil-
dren. Although the building was used for over a decade, it and its equip-
ment were considered inadequate to meet the needs of crippled children out-
side the city limits. It was not until April, 1940, that the Mary C. Greene 
School was moved to the remodeled Webster Street School. This building 
started with forty pupils, but was able to house double that number. The 
second floor was designed to be converted for 
bodied pupils. New ramps were erected on the 
I 
the use of the more able- :
1 
exterior, and cooking facili- I 
ties were provided for a hot lunch. School furniture suited to the needs 
of the children was provided, and a new examining room was opened. 
The Exchange Club, a private group of citizens who had as one of its 
interests the promotion of the treatment of handicapped children, spon-
sored a survey in 1929, which showed that Rhode Island, and especially 
Providence, rated highly in its hospital and medical facilities for the 
care of crippled children. In the report of that study these recommenda-
tions were made for creating a more unified and complete program for crip-
:1 pled children: 
II 1. Careful consideration of various problems ~mich arise in connection 
il with the new school for crippled children, 
~~======~===== 
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2. An improved census and index of crippled children, 
3. The appointment of a person with central responsibility for work 
with crippled children, 
4. A more intensive f ollow-up of the public schools by the Health 
Department, 
5. The appointment of a committee to work out a definite plan, 
6. The feeling of r esponsibility in Providence for the development 
of an inclusive state-wide program. 
The Exchange Club took the initiative, asked for the appointment of 
a committee to work out a definite plan and supplied the funds to carry 
on the work of this committee for a year. Such a committee was organized 
under the joint auspices of the Exchange Club . and the Rhode Island Chil-
dren's Friend Society. 
The work on the improved census helped locate children who needed 
I treatment but did not get it, Who needed education but were not able 
I 
'I 
ij 
II 
II 
il 
!I 
I 
I 
to attend public school, and those who needed vocational advice or s pecial 
training but did not know where to seek it. A motor cor ps was organized 
to bring children t o clinic regularly and encouraged mothers t o return 
frequently with their children for treatment. 
The Exchange Club financed the Committee from its beginning in Janu-
ary, 1932, to March, 1934. The Children's Friend Society then assumed 
charge of ~he work and used funds raised by the local newspaper and the 
Rhode Island Foundation. In 1935 the Committee on Crippled Children re-
1
11 
ported on its survey, made to demonstrate the need of further facilities 
~~ for the education of crippled chil dren in Rhode I sland, the establishment, 
==ll'll=l.n=· =an==a=p=p'"--r~o=pri~~-e ~-t_a_te_ Depa=r=tm=e=n=t=~~-o-f _a_pe~:nt a:~ncy re~~~nsible for 
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the education and vocational training of crippled children in Rhode Island ~! 
and the foundation of a permanent index for a continuing census of crippled 
children in Rhode Island to be carried on by the state agency given that 
responsibility. 
'The Department of Public Health in the State of Rhode Island in that 
year received a federal appropriation for services to crippled children 
from the Children's Bureau. The State Department of Education planned to 
cooperate closely idth the State Department of Health to assure the pro-
vision of education and vocational training for crippled children in Pbode 
Island. 'The permanent index of crippled children resulting from the 
survey was turned over to the State Department of Health by the Committee 
with a summary of the methods used in continuing a census of crippled cb.il-
dren. This report was the basis of the first "Plans" and "Budget" report 
sent to the Children's Bureau by the newly organized Crippled Children's 
11 Division. Since the year of its inception, there has been a continually 
I 
il 
:I 
\I 
il 
broader program Which has included a greater number of services for a more 
varied number of disabilities. 
Medical programs for crippled children have reached a high standard 
in Rhode Island. The social program was an untouched field little more 
I 
I 
I 
i than a decade ago. There still exists no state organization which concerns I 
I II 
! 
I 
\i 
itself with the social factors of disease and disability. 'There is no in- : 
terpretation to the patient and the patient group, or planning for treat- lj 
ment by means of educational and vocational training, mental testing, 
personality study, and recreation on a case work basis. It is in the inter-1 
===·· ----
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gram that the hospital social worker in privs.te hospitals has tried to 
be of service to the patients under care. 
As the facilities for treatment are expanded and our understanding 
of social factors becomes more acute, the program of care for crippled 
children will take on a preventive aspect, rather than the curative aspect 
now provided by medical and surgical care. I 
II 
II 
I 
I 
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CHAPTER V 
THE COMMUNITY RESOURCES AVAILABLE 
There are several extremely valuable resources which the medical 
social worker may call upon to help meet the needs of crippled children 
in Rhode Island in addition to the medical services provided. Only those 
functions of the agencies which are pertinent to the study will be con-
sidered here. 
~ Crippled Children'~ Division of the State Department of Health 
This is perhaps the most important resource in work with crippled 
children. The Crippled Children's Division, established under the Social 
II Security Act, is operated by accepted budget plans from matching state 
'I 
II 
il 
II 
II 
I 
funds with federal, but it is under the direct supervision of the State 
Department of Health. The budget in Rhode Island is shared by the clinics 
at three hospitals. A l arge portion of the state funds ($10,000) is 
deposited by the Rhode Island Hospital, St. Joseph's Hospital, and the 
Infantile Paralysis Foundation. 
The principal responsibilities of the agency are: 
1) to locate children in need of care and to maintain a state 
register of crippled children; 
2) to arrange for the diagnosis and treatment of crippled chil-
dren at clinic centers; 
3) to arrange for surgical and medical care and supervision by 
qualified surgeons and physicians at selected hospitals and at home; 
4) to provide hospital care and care in convalescent homes or 
foster homes; 
5) to make available public-health nursing, medical-social, and 
physical therapy services to families for the purpose of assuring 
care to children in their own homes and helping them to make a social 
adj us trnen t; and 
6) to cooperate with other agencies in arranging for educational 
and vocational training.l 
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Although the Crippled Children's Division operates its own clinics 
throughout the country, the law which is part of the Social Security Act 
is elastic enough to provide these services for any crippled child treated 
The medical social workers in the h ospi-il at a recognized medical center. 
tals treating crippled children give their specialized services to chil-
·1 \, 
II 
dren receiving care under all state programs. The hospital worker is a 
resource to the state consultant, and vice-versa, as the latter has little 1 
time to do a good case work job with so many patients. The hospital worker
1
l 
also aees the patient at the f irst clinic contact and can early establish 
a relationship and help the patient with his problems. It is most effec-
tively done in this period. It is she who makes all the referrals from 
the hospital. The Division can provide hospitalization, a.ppliances, 
(braces, crutches, and shoes) and X-rays to crippled children who are pa-
tients in the Rhode Island Hospital. Fees for clinic visits or physical 
therapy treatments are not covered by this Division. These must be as-
sumed by the family or referred to other agencies. The Division employs a 
visiting physiotherapist whose services are available but limited by the 
great demand of patients inaccessible to hospital services. To be 'eligible 
for any services, the child must be under twenty-one and have a diagnosis 
;1 of a crippling condition. 
il 
Service is not strictly based on financial 
need; however, the patient must be a ward or clinic patient as the Division 
I 
1 recognizes no fees for private treatment. The Division now pays ~12 per 
11 day for hospital care, which is an all-inclusive flat rate. The Infantile 
!I Paralysis Foundation has made it a policy t o assume the cost of appliances 
.I 
and shoes for all poliomyelitis children, so these patients are referred 
II 
il to the Crippled Children 1 s Division only for payment of hospitalization. 
I 
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The Division also has preferred to use its funds even when the patient's 
family has Blue Cross or other insurance. 
The social worker in the Crippled Children's Division assists in 
locating crippled children, and obtains from the parents or other sources 
the social and economic history of vach child. This history is valuable 
to the department in determining the type of rehabilitation which will 
be of greatest service to the individual patient. She makes frequent con-
tacts with the social workers in hospitals throughout the state, periodicarUY 
interviews the parents of the children under treatment, and encourages 
the patient's interest so that plans for his recovery and education may 
be carried out. The social worker in the state agency al~o gives con-
sultant service to nurses and welfare workers, and helps to develop com-
\I munity interest in the crippled children's program. 
:I The Rhode Island Infantile Paralysis Foundation 
,] 
II 
·I 
Persons with infantile paralysis are eligible for the services of 
the Infantile Paralysis Foundation. There is no age limit, and services 
are not necessarily based on financial need. The Infantile Paralysis 
Foundation, w.hich was nationally established in 1938, operates through 
county chapters to carry on a year-round fight against poliomyelitis. The 
I 
chapters can provide funds for hospitalization, transportation, and profes-
' 
sional services of nurses, physiotherapists, equipment, respirators, shoes, 
1 
appliances, and limited convalescent care. The Foundation has its own 
beach wagon, 1mich is housed at the Rhode Island Hospital, but serves 
other groups. The Foundation also employs a full-time physiotherapist at 
the Rhode Island Hospital for treatment of infantile patients. On a 
' national level the Foundation sponsors advanced study for professional 
--+--==---==-l 1 
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i.forkers, distributes publications, and carries on medical research. 
The Department of Social Welfare 
This department is not as frequent a resource for the needs of crip-
are already assistance recipients. 
the cost of convalescent care in the community, and at Crawford Allen 
Memorial or Lakeside Home. It has helped to meet the cost of hospital 
care and appliances when the funds of the Crippled Children's Division 
have been exhausted. Psychiatric services have been rendered by the Mental 
:i Hygiene Clinic of the department, and educational testing has been done 
by the Psychological Services. 
:I 
,I 
Division of Vocational Rehabilitation, State Department of Educati on 
Under the provisions of the Barden-LaFollette Act of 1943, services 
11 of the Division of Vocational Rehabilitation were expanded. The Division 
J\ has a mutual agreement with the Crippled Children's Division to provide 
'I rehabilitation services which the latter Division cannot give, to children 
II under t••enty-one. This joint planning is much more satisfactory than the 
i\ former routine referral to either agency. The Division of Vocational 
'I 
!I 
il 
Rehabilitation provides services of physical restoration, social adjustment~~ 
vocational guidance, vocational education, a.1d placement in industry. lj 
II j' Specific services of hospitalization, counseling, maintenance, transporta-
',·1 tion, purChase of artificial appliances, occupational and physical therapy 
1\ are given. They are generally available to the permanently physically and 
r-~~~~~-- -= =-~~ --=o----=---~-
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I 
mentally handicapped patient who can be restored to employment. The 
Division accepts referrals from the local hospitals, private physicians, 
schools, social service departments, and other community agencies. 
~ Cross of Rhode Island 
This is a valuable non-profit cormnunity service which i s incorporated 1' 
I under the state laws of Rhode Island and which agrees t o furnish the sub-
:J 
lj 
I' II 
II 
scriber and each enrolled family member with par~ial hospital care in a 
member or service hospital. In general, the Blue Cross meets the cost of 
board and room up to eight dollars per day and the cost of the operating 
room, ordinary medicines and dressings, laboratory examinations, basal 
1 metabolism tests, oxygen and serums, physical therapy, and maternity bene-
:1 fits up to sixty-five dollars. The policy benefits vary and may run up to 
a period of one hundred fifty days. The Blue Cross has recently agreed 
II to finance the cost of convalescent care at Crawford Allen Memorial at 
il 
II 
II 
il 
!\ 
t.l-J.e total cost, ~.ttlich is presently six dollars per day. This prepaid in-
surance plan is sometimes the only resource a family needs to meet the 
cost of medical care. 
.I!llt Community Workshops of Rhode Island 
This is a Red Feather agency which has as its purpose aid in rehabili-
tation of the handicapped. The agency provides social services, medically 11 
prescribed occupational therapy, training for suitable occupation , and 
aims to make the individual self-supporting. There is some vocational 
guidance and job placement service, and a program of occupational therapy 
and industrial home work for the home-bound. The agency works closely with 
the State Division of Vocational Rehabilitation. It is a good example of 
I 
~rivate agency giving valuable 
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supplementary services to others. 
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The Meeting Street School 
This demonstration center for treatment of cerebral palsied children 
is operated by the Crippled Children and Adults of Rhode Island, a local 
unit of the National Society for Crippled Children and Adults. It is a 
nursery school and treatment center for cerebral palsied children, which 
operates eleven months of the year. Three groups meet three days a week 
each. The school is intended to help parents understand the cerebral 
palsied child, and the school's daily program for their children which is 
designed to prevent over-protection and to promote independence and ini-
tiative through a balanced daily schedule of specialized treatment under 
medical supervision, play, and rest. The school offers parents information! 
on treatment and training, gives children medical, education, and social 
., 
services in the Providence community or throughout the state, and coordinates 
d 
these with the child's home experiences. Other school objectives are medi-
cal and allied researCh, and the opportunity to train personnel so that 
they can carry out similar programs where they are needed elsewhere in the 1 
state. 
Referrals to the Meeting Street School are made by doctors, clinics, 
1 and the State Crippled Children's Division. These referrals are reviewed 
I . 
by specialists on the medical staff before admission is arranged. The 
child is evaluated and studied to determine possible ability to use the 
school's services as a rehabilitative process. There is no age limit. 
There are two pre-school groups and an older group of children under four-
teen, who meet for special trips and movies. All programs are designed 
to give the child a more normal life. Infants and children come on an 
1 
appointment basis, while the parents come for individual conferences and 
=+ 
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group meetings with the staff. The staff, under medical direction, consists 
of a nursery school teacher, occupational and physical therapists, psycho-
legist, recreation director, and speech consultants, working with the 
executive secretary. 
The organizati on also carries on limited special services to persons 
with all types of physical handicaps, and it promotes educational and in-
:1 formational services regarding the cerebral palsied. 
·I · Emma Pendleton Bradley Home 
I 
1
j This home is a study and observation center for boys and girls under 
!! 
twelve years of age who have normal intelligence, but who exhibit personal-
!! 
ity disorders and deviations. Children are admitted if they and their 
f amilies will benefit from special psychiatric treatment. The length of 
stay depends upon the problems involved, but the first six weeks is con-
sidered a period of evaluation. Arrangements for a longer stay are based 
on each child's response. Fees are adjusted to individual family income. 
The home offers a program of complete medical supervision, special education, 
sympathetic guidance in taking personal care of oneself and mingling sue-
cessfully with others, and a well rounded recreational program. Parents . 
are encouraged to accept regular guidance in learning to understand their 
children who are under treatment, and in planning their fut ure care at 
home. No children are accepted f or custodial or boarding care on court 
order or other local commitment or for training of the type required for 
I 
i mentally retarded children. The home has facilities for electroencephalo-
1 
gram studies, and it has been used as a resource for this examination on 
occasions, also. 
29 
Child Guidance Clinic 
This is a Red Feather Agency which gives diagnosis and treatment to 
children up to sixteen years of age, who have personality and behavior 
difficulties such as school failure, excessive fears, shyness, aggression, 
and allied symptoms of abnormal adjustment. There is weekly treatment of 
the child alone with the psychiatrist, usually for a period of several 
months. The parents work with the case worker during this time. At pres-
ent there is a long Haiting list which delays beginning of treatment for 
a period of six months to a year in some cases, and so makes this a diffi-
cult resource to use as frequently as might be desired. 
Crawford Allen Memorial 
This is a convalescent hospital primarily for children with rheumatic 
heart disease, rheumatic fever, or chorea, but if there are vacancies any 
diagnoses but cerebral palsy, epilepsy, contagious disease, inactive tu-
berculosis, personal! ty problems, leukemias, end i:n fectious conditions 
are admitted. The hospital, located about fifteen miles from Providence, 
has the services of the Rhode Island Hospital of which it is a unit, and 
home facilities. Children are transferred to the hospital whenever tech-
nical services are necessary, but the staff doctors make regular rounds 
there. Patients are admitted through the Rhode Island Hospital after an 
adequate social study and financial plans have been made. Cost of care 
is six dollars per day, and is met by Blue Cross funds. The Crippled 
Children's Division does not include such convalescent care in its program.
1 
The hospital accommodates fifty children from the ages of three to twleve. 
It has a full-time maintenance staff, a school teacher, and a full-time 
medical social worker. 
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Lakeside Home 
This is a convalescent home in Warwick, which is administered by the 
Providence Tuberculosis League. It is supported in part by Red Feather 
funds and the interest of local groups for children needing convalescent 
care and general improvement in physical condition. The family pays what-
ever it can; often this has been nothing. Here there is also a teacher 
and supervision of a registered nurse. The home has a capacity for fifty 
children, but ithas not been used to this extent for some time. It is 
expected that this service will gradually be replaced by incorporation 
with other facilities. 
Family Service, Incoroorated 
This agency gives professional case Fork help and guidance to families 
11 with social, economic, and personal problems. 
'I 
Relief as such is no longer 
I given. A Home Economics Department through consultant service to case 
,I workers of the society and s taffs of other agencies teaches the provision 
I of adequate diets on minimum incomes, household arts, and budgeting. House-
keeper service is another function carried on by the agency. 
Public Health Nurses 
Only about twenty-five per cent of crippled children who receive 
care through state agencies require hospitalization. Those who do need 
nursing service upon discharge. Local nurses can make a most effective 
contribution to the Child's care when orthopedic nursing is included in 
I 
,, 
,\ 
II 
II 
the general nursing service, and when there is close cooperation between 
the hospital and public health orthopedic nurses. The nurses give good 
follow-up care, general health instruction, and assistance to the mother 
30 
I in carrying out specific procedures related to the orthopedic condition 
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such as caring for casts, apparatus, giving of exercise, and some physical 
II therapy. 
il 
i' 
i 
District Nursing Association 
This service provides many of the services of the public health 
nurses, but does not extend into the rural areas as much. It is adminis-
tered on a visit basis for all types of care offered at cost, under the 
direction of a physician. 
MaryQ. Greene School 
This is a sChool opened by the Public School Department of Providence 
in April, 1940, Y,or the education of physically handicapped children of 
norma~ intelligence. 
Visiting Teachers 
These teachers are employed by the Providence School Department for 
pupils who must be absent from school for more than a three-week period. 
Teachers usually visit once weekly for at least a two-hour session, leaving 
homework for the pupil. 
Artificial Limbs 
The Rhode Island Limb Company in Providence has been most frequently 
used in meeting the prosthetic needs of orthopedic patients. The limbs 
are purChased •d th the help of the Crippled Children' s Division and the 
Division of Vocational Rehabilitation when financial help is necessary 
to the family. 
Ambulance Service 
The Rhode Island Hospital operates an accident ambulance service for 
the City of Providence under a special grant from municipal funds. The 
transportation for persons residing in the city limits 
i 
I 
:I 
I 
I 
I jl hospital provides 
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who are physically unable to travel othen;ise or who are unable to make 
their own arrangements. The service transports patients to and from 
nursing homes, residences, clinics of the Out-Patient Department, and 
the Physical and Occupational Therapy Departments. Private ambulances 
are also available for trips of any distance at special rates. 
The American Red Cross 
Local branches of this national organization are a resource to the 
hospital in providing transportation for ambulatory patients to hospital 
clinics and other services through their motor corps. It is especially 
useful in communities outside Providence where there is no ambulance 
service for patients. 
,, 
I 
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CHAPTER VI 
PRESENTATION OF CASE DATA 
The ten case studies presented as data in this paper have been selected 
from the twenty-five studied in the sample. The remaining fifteen cases 
are not considered here because the situations and resources used are sim-
ilar, and there would be unnecessary duplication of facts. The data pre-
sented will give the reader a picture of the use of community resources to 11 
meet the varying individual needs of the crippled child. The case situa-
tiona give a representative view of problems related to particular ortho-
pedic diagnoses, the different resources used under particular social cir-
cumstances, and the kind of resources used to meet specific needs. Some 
c bi.ldren c.B.n benefit by the coordination of more resources than do others. 
In each case the selection is governed by the social worker's thinking in 
relation to the total adjustment of the individual. '!his is accomplished 
through social case work planning with the child and his family. In the 
case studies that follow, the case work technique of the worker has been 
purposefully played down to focus the material on the worker's coordina-
tion of resources. This integration could not, of course, be accomplished 1 
without applying the principles of case work , which can be readily noted 
in the reading of the case illustrations. 
The case s will show the reader the gamut of problems with which the 
medical social worker may help the crippled child. There is the need for 
sian afmedical services beyond the hospital to out-patient care, the conval-
escent home, and medically oriented school and camp programs. The medical 
social worker must be alert always to the educational and vocational plan-
.34 
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ning for the crippled child Who may need an individualized program. She 
must also assume a l a rge degree of responsibility for the mental hygiene 
of the orthopedically handicapped child. This can be accomplished through 
:, careful interpretation regarding the child 1 s medical condition to h 1m and 
1
• h is parents, and in utilizing such community resources as camps, where 
:I handicapped yotmgsters may enjoy Wholesome, normal lives. 
:I 
•I 
I 
., 
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Earl has been known to the Rhode Island Hospital since 19.35, wen he I 
was seventeen months old. He has congenital amputa tions of all four 
1 limbs, and has one hand amputated below the elbow, and another at the wristJ 
The right leg is missing below the knee and the left is amputated a t the 1 
heel. Through medical services at the clinic, he was fitted 1-li. th one 
artificial limb and encouraged to stand. A short brace was f itted to his 
left foot, and Earl began to walk in 19.37. During the following years, 
Orthopedic Clinic services were given for supervision and adjustment of 
the prostheses. He cmtinued to use leg braces well and became so adept 
in the use of his arm stumps in writing, eating, and performing a ssorted 
tasks that the doctors did not advise artificial hands. 
Earl is the oldest child in a family which is close knit, and which 
is considerate of his handicap, but has made it a f amily policy to let him 
do things f or himself. Earl therefore has grown up to be an exuberant 
boy Who typically runs with the gang, kicks a foot ball, and plays baseball.! 
He follows athletic tournaments of the Catholic Youth Organization, althoug~ 
'I he cannot play competitive sports. Earl graduated from the ninth grade 
:,\ with excellent marks at the age of fifteen, and he entered high school 
in the fall of 1949. For several years he has been an active Boy Scout aml 
more recently a junior counselor. 
I In January, 1947, when Earl was nearly fourteen, the doctors recom-
1 
mended that an operation be performed so he could be fitted with permanent 
artificial hands that could be manipulated by muscle control. These pros-
j theses would permit him to do the fine tasks required of modern living 
lj with less exertion when he reached adulthood. The parents refused to allow 
the opera tion because the doctor could not guarantee a reasonable degree 
1'1 of success, and Earl did not return to clinic until a year later. At this 1 
! time the social worker talked with Earl and his parents regarding the recom- ' 
1
1 
mendations for new prostheses consisting of hooks and artificial arms for I 
\ dress. These were requested through the Crippled Children' s Division. In 1 
' August, 1948, Earl was fitted with these new arms and hooks at a cost of 
i $.300; after a year's trial with these he was to be fitted with new hands I 
I 
T 
\I . I . i~~5 
--==--=-=---=--=--~---=-==---=- ----==-..:..=::::....~ =---=-~ ~ --- --=....=-
- 1-=---=.;-- ----=- -----=c=..-· =~ = -
with five-finger action. These would cost $120 each and were also authorized 
by the Crippled Children's Division. The worker coordinated the finan-
1! cial planning with this Division and the purchase of the prostheses 
through the Rhode Island Limb Company. 
I 
I 
I 
Earlier in 1946, Earl had developed a sensitivity about his leg 
brace, and the physician in charge of the Crippled Children's Program . · 
suggested an artificial limb rather than the continued use of the double 
upright brace, which would not bend, and which he IYS.S forced to hold in a 
s tiff position. At school he was singled out as "different" because he 
had to sit in the outer row in his classroom and audi-toriirm. The cost of 
this limb, purchased through a Boston Limb Company was met through the 
funds of the Crippled Children's Division. This limb has been repaired 
many times at the expense of the Division, and a new one was purchased 
for Earl in 1949 at a cost of .$275 through the Rhode Island Limb Company, 
which had since been established. The family had contributed to tOO cost 
of repair for Earl's shorter prosthesis. When the social worker t a lked 
with Earl's father to suggest a possible financial resource in the local 
Lions CluJ>, he preferre,d not to approach this group who had offered many 
1 times previously to help, primarily because he personally knew mo·st of 
the members of the group. 
The social worker's chief area of service was in helping the family 
II plan financially for the expensive prostheses. Earl's f a ther has never 
earned more than fifty dollars weekly to meet the every day needs of his 
family of six. On occasions Earl 1 s mother has worked to ~pplement income. I 
There has been little extra for the continuing expense of a grOifing boy's 
appliances, although the family has cooperated wholeheartedly. Since the 
Crippled Children's Program went into effect, it has been a major resource 
1\ 
in meeting the expense of Earl's appliances and their r epair. j 
Further school planning and a more complete program of vocational 
rehabilitation are now in order. It is the social plan to refer Earl to 
the state rehabilitation agency when he is sixteen, so it may plan a program 
11 with him suited to his needs and abilitie s. Because of his understanding 
!I !I parents, Earl h a s made a good adjustment a t hqqe, school, and in the com-
11 munity. The worker in evaluating the situation felt there was little need 
___ ~~ for intensive case work he~p . _ However, --th~- parents were able to use oon-
11 
' I 
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;i 
tinued support and interpretation regarding the medical program and guid-
arice in planning activity for Earl so he would become a normal youngster. 
Ernest came to the hospital complaining of dizzy spells and weakness 
in the righ:It arm. He was studied in the hospital for nearly a month, and 
was g iven an electroencephalogram, air encephalogram, and anti-convUlsive 
medication. Incomplete development of the brain seemed to be the cause 
1 of his symptoms, and he was referred to both the Cerebral Palsy and Neuro- 1 
logical Clinics for follow-up. Hospitalization costs were paid by the 
Department of Social Welfare, which was currently assisting the family 
with Aid to Dependent Children. 
,, Ernest is the youngest of two boys, whose father died in a coal mine 
· •
1
·1 accident in England when Ernest was a baby. The boys came to this country 
along with . their mother in 1946 and lived for a time with their aunt 
until Ernest's occasional blackouts, headaches, temper tantrums, and ex-· 
cessive perspiration became too difficult for the aunt to tolerate. Ef-
forts were made to have Ernest studied at the Meeting Street School, but 
he was not accepted because he was too old for regular instruction, and 
was not thought to have a good prognosis. The medical social worker con-
tinued to cooperate "with the interested agencies by giving medical inter-. 
pretation so that they might better understand Ernest's difficult behavior. 
Ernest attended regular school for several months after arriving in 
. ~~~~ this country but was generally slow. A home teacher was suggested, but 
the social worker and the doctor felt it best for him to continue in 
11 regular school because of his diffiC?ulty in associating with other children.li 
The worker was helpful in arranging a special class in an ungraded room, 
·, 
!I 
;I 
as Ernest was a big ·boy physically and did only lA grade work. There 
has been an encouraging degree of progress in general behavior since 
this was arranged. 
il 
, Ernest had difficulty in getting along with other children and was 
il quarrelsome at times. His mother favored him untfihe was seven because 
'1 . 
'I 
11 of his disability. Ernest now seems to be afraid to branch out and make 
i friends, and clings to his older brother George almost to the point of 
\ being a pest; as a result, the brother bullies him and is unusually aggres- 11 
'I si ve. The worker sugg~sted the services of the Child Guidance Cl inic to 
I the mother for both her ~d George, feeling that psychiatric help ~ight 
.,. benefit the total family relationship. They were willing to make an ap-
1 pointment, but it could not be arranged for several months because of the 
.' long waiting lis t. · 
il 
:1 At the mother's request the worker tried to arrange camp placements 
I\ for both boys. The Department of Social w;l~are and Family Service were 
I included in the planning in hopes that the~ght help with the expenses, 
=r=--
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but they were not able to do so. Through the camp funds of tl"e hospital, 
Ernest would have been able to attend camp for two weeks, but··he did not 
want to go to the same camp he attended the previous year and did not want 
to go without his brother. Later the boys made their own camp arrangements. 
The medical social worker made several attempts to plan a better total 
adjustment with Ernest and his mother through the use of community resources. 
He did show increasing ability to do things for himself in the Cerebral 
.. 
Palsy Clinic and participated in the occupational and pool therapy with 
( 
1 the group. Financial need was met for maintenance and hospital costs by 
I 
I 
I 
'I 
I 
lj 
I· 
I 
the Department of Social Welfare. Unfortunately the Department could not 
stretch its funds to meet the cost of camp which would have been better 
for this boy in developing personali~ and confidence in his ability. 
His school e.djustment might have been easier had there been a facility 
ill Rhode Island for the special training of handicapped youngsters. The 
public school special classes do not fully meet these needs. 
Ernest, who had a serious degree of brain damage with no outward 
signs of physical disability, may have profited by the availability of 
psychiatric service. Certainly his mother and brother might have used 
this help effectively in reaching a solution to her problem of over-pro-
tection of Ernest, and George's aggression which probably was related to 
his deep feeling of competition with Ernest and his sense of complete 
rejection. 
Raymond first came to the Rhode Island Hospital in 1935. He was a 
four-year-old boy with "spastic paralysis" of both feet, and a deformed 
left ankle. An operation was performed to lengthen the Achilles tendons 
I' at both heels, and treatments were given at home by the state physiothera- 1 
11 pist. After an absence of five years, Ray returned to clinic. He still 
~ d difficulty walking alone and stumbled or fell unless someone helped 
'I 
/' 
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him. The doctors referred him for placement at Emma P. Bradley Home. 
He seemed a friendly, talkative, normal boy, but his mother stated that he 
was nervous at home, and he was irritable and impatient if reprimanded. 
He had begun to wonder '\-!hy his feet were "different" and was angry and un-
happy when he could not keep up ,fith the neighborhood gang. 'While at the 
1:
1! Bradley Home, F.ay attained a greater feeling of normalcy and overcame some 
of his feeling of being a crippled child. After a year's stay there, he 
!\\ returned to the Orthopedic Clinic for follow-up. .At the request of the 
medical social worker, the Family Service helped Ray's parents to budget 
!\ their small income better so they could meet the expense of carfare, and 
,\ thus bring Ray for clinic and treatments regularly. Until this adjust-
ment was made, the hospital provided transportation. The Family Service 
also helped plan recreation and use of leisure time to include Ray in 
I 
I 
I 
the family activities. In the sunnner of 1941, Ray went to Crawford Allen 
Memorial for physical improvement and opportunity for group associations. 
Mental examinations showed Ray to be in the dull normal group. He was 
able to attend regular school, and careful interpretation was given to 
the school department which placed Ray in an ungraded room where he adjusted 
well socially. 
In 1945 Bay was admitted to the hospital for correction of his knee I deformities. As both parents were employed and had Blue Cross coverage, 
'i they were able to meet the expense of hospitalization. A series of occu-
pational therapy treatments was recommended, and Ray was referred to the 1
'\ 
1 Community vlorkshops, although still young for vocational training. In 
1\ 19~ the Crippled Children's Division met the cost of two hospitalizations 
11 even though the family had Blue Cross available. Ambulance transportation lj home and to follow-up clinic was arranged. These same resources were used 
in the summer of 1949, when Ray was hospitalized for the correction of a 
1\ spastic drop foot. At this time the parents had temporarily separated, 
l1 and the worker talking t o the disturbed mother was able to refer her to 
I the Bureau of Domestic Relations and the Department of Social Welfare for 
, regular support and assistance financially. 
:\ Raymond, now eighteen, had left school at the age of sixteen, to work 
;\ in a jewelry factory. He worked a full summer before his admission to the 
'I hospital and has worked between admissions since that time. He plans to 
I return to steady work when he finds a job. The worker discussed the nro-
·' .... 
1\ gram of Vocational Rehabilitation 1fith Ray, but he was not enthusiastic 
\ about its services, preferring to find something on his own. His physical 
,\ disability has been well corrected for he walks easily with only a slight 
\I foot drag. 
Th~ugh a period of years the medical social worker has used community 
II 
1
1 
resources to help Ray obtain optimum correcti on of his handicap. While at 
i\ Emma P. Bradley Home and Crawford Allen M~rial, he was helped to feel 
,I 
i\like one of the group so tha t he appears to have harbored very little sense 
r ~= 
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of disability with his handicap, although he frankly recognizes his physi-
cal and mental limitations. The Family Service helped Ray's parents to 
assume intelligent responsibility for his regular clinic visits and1reat-
ments and also include him in their social activities. The Crippled 
Children's Division and Department of Social Welfare gave financial help, 
and transportation was provided when Ray was unable to use the public 
systems. The worker was not successful in interesting Ray in a program 
of rehabilitation as offered by the state agency, but he may wish to 
consider this later. 
Albert, who is eighteen, was referred to the Social Service Depart-
ment of the hospital by the Red Cross Chapter in a rural community for 
coordination of Behabilitation services. He has a contracture of his 
foot joints due to polio~elitis with only a slight disability. In 
September, 1948, he had surgical correction of the deformi ty, and cost 
of care was assumed by the Rhode Island Infantile Paralysis Foundation. 
Since his discharge from the hospital, Albert has been followed in Ortho-
pedic Clinic. His left foot was weak, but he was able to l ay it f lat on 
t he ground, and so no correction was contemplated. 
Albert had l eft school after the eighth grade at the age of sixteen. 
He was not of above average intelligence but he might have been more in-
terested if the home situation had been more conducive. His mother was a 
widow whose only income was a Veteran's pension. She was a heavy drinker 
and always was overprotective of the younger children, including Albert. 
Living arrangements and financial circumstances were poor, and the family 
was often assisted by the Department of Social Welfare. Albert's older 
brothers criticized him for not working. He had worked on farms and at 
heavy labor which he physically could not do, whenever he had the opportun- 1 
ity. The services of the Division of Vocational Rehabilitation were dis- ' 
cussed with Albert, who wanted job placement more than training; if he j 
sought work in Providence, his living arrangements would be a problem. 1 
Before any such program could be started, the doctors deci ded that Albert I 
should have correction of his flat foot. He was reluctant t o come into 1 
the hospital because he had no one to care for him after his last dis- \ 
charge from the hospital, and he found it hard to follow the doctor's rec-
ommendations. He had no Blue Cross, so a financial arrangement was worked 
·I out with the ~ppled Children's Division, and the Division of Vocational 
~~~ Rellabilita:ion.~e ~latter agency agreed to meet some of the cost of co~-
11
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valescent care at Crawford Allen Memorial. Albert did not adjust well 
1 
here because he was so much older than most of the children, and he was 
I transferred to a private nursing home in Providence. Cost of this was 
II 
met by the Rhode Island Infantile Paralysis Foundation. Red Cross trans-
portation was arranged to bring him to clinic, and take him to the Com-
11 munity Work shops for occupational therapy. 
There were many resources used in the medical soci~ treatment of 
this boy who lived in a very rural community under deplorable and totally 
unsympathetic conditions. Financial help for maintenance and medical 
care was given by the Infantile Paralysis Foundation, Department of Social 
il Welfare, Division of Vocational Rehabilita tion, and the Crippled Children's J 
:
11 
Division. Transportation was provided by the Red Cross and the hospital ~ 
service, and special convalescent plans were made at Crawford Allen Memorial 
II and later at a private home. Rehabilitation planning for vocational ad-
jus tment was begun. 
Barbara was seen first in t he Orthopedic Clinic for chief complaint 
II of inability to use her right hand and leg in April, 1946. A month later 
I she was referred to the Cerebral Palsy Clinic. It was learned that she 
I
. had encephalitis which left a spastic right hand and a right-sided limp. 
A night splint purchased for her through the Crippled Children's Program 
1
'1 helped her to walk better. Barbara had weekly occupatj_ona.l and physical I 
therapy in which she was taught to walk up and down stairs holding the rail. 
!.1 
She was also encouraged to participate more in two-handed activities so 
she would use the right hand. Another type of night splint was advised 
11 later. This too, was paid for by the Crippled Children's Program. Bar-
1 
bara's mother was not encoura ged by her slow progress and did not urge 
1
!: her to wear the appliance. The mother asked about the Mary C. Greene 
SChool, as she felt Barbara should be in a more protected environment. 
I There was a r eality factor in that Barbara 1 s grade room in public school 
1 was on the third floor, and she found it difficult to climb these stairs 
I twice a day, and also to make occasional trips to the lavatory in the ba se-
~~ ment. Worker helped arrange admission to the school. Barbara has been 
1 happy there and is picked up regularly by the school cab. 
\i 
I 
Later in the year, Barbara's mother req~ested that she be transferred 
to the Meeting Street School. She had t a lked with the director who would 1 
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I 
be willing to have Barbara admitted if the doctor made the recommendation. 
The worker was able to learn that the mother was anxious to have Barbara 1 
start this program so that she might receive an intensive course of physical 
therapy. She was surprised when she was told that this might be arranged 
1 
at the hospital if the doctor advised it. If she enrolled Barbara at the 
Meeting Street School, there would be a tripled effort. A camp program wa~ 
I planned, considering the experiences Barbara woul-d have with other children, 
I the opportunity to become more independent, and the health aspects involved. 
I The mother has felt the child, who is extremely attractive, is terribly 
ij handicapped, while objectively her spastic handicap is comparatively 
1 slight. The mother later preferred to have Barbara attend the Jewish-
sponsored Camp Jori, as her brothers were going there. Cost for a two-
week period was met by the camp funds at the hospital. At this time high 
special shoes were ordered through the Crippled Children's Division to 
replace Barbara's brace. Planning for camp and continued case work with 
the mother 1-ra.s assumed by the Jewish Family and Children's Service. 
I 
II 
!I 
;J 
This is a family of average income who can meet regular expenses but 
find it a financial strain to meet the continued cost of apparatus and 
special shoes. The Crippled Children's Program helped the family to meet 
Barbara's expenses. A school program in the special school for .handicapped; 
I 
children was arranged for Barbara, who might have been physically 'able to 
attend public school if its f acilities had been improved. Camp was planned 
for continuation of group associations, and to give Barbara some chance 
to be away from an overprotective mother. As the Jewish Family and 
Children 1 s Service was helping in this and also working with the mother 
with some of her personal and family problems, this agency assumed cantin-
ued case work responsibility, and planned to help Barbara's mother accept 
the child' s physical condition and recognise the possibility for a good 
adjustment. 
I Eleanor, a two-year-old Portuguese child, 
pedic Clinic by her mother in November, 1947. 
Eleanor was limping, and favored her left leg. 
was brought to the Ortho- I 
She had just noticed that , 
The doctor made a diagnosis 
41 
Ill of congenital hip dialocation, and advised immediate hoapitalization. 
The worker discussed this plan with the mother and was able to offer_ )l 
the resource of the Crippled Children's Division to meet the coat of· 
care. The mother~ separated from her husband, was receiving assistanc~­
from the Department of Social Welfare. A plaster cast was applied 
during Eleanor's hospitalization, and she was discharged home with 
careful interpretation of recommendations for care given to the mother • . 
The public health· nurse was to visit regularly to supervise the Qhilld 1 s::. 
progress. However, Eleanor had to be brought . back to clini~ and 
readmitted to the hospital time after time for change of cast. The:: 
mother was over-indulgent with the child, was not too intelligent,. 
and in a very poor home situation with no discipline or schedule of.· 
care, Eleanor did not rest as much as she should. The Crippled Children's 
Division met the cost of numerous x-rays and hospital admissions in, thiB>-
period. 
The lack of good auperv~s~on in this medical care made the docto~· 
feel that an operation might be necessary in the future. A plan for 
convalescent care was worked through with Crawford Allen Memorial, and· 
coat of care was met by the Department of Social Welfare. It was hard 
to interpret the need of this care to Eleanor's mother, but she finally -
did accept it and was better able to help Eleanor do so. Although · Eleanor:· 
was homesick at first, she began to adjust well, her physical condition 
improved markedly, and she was allowed to walk within a year. Orthopedic 
surgery proved unnecessary. During her stay at Crawford Allen Memorial, 
Eleanor was tested and found to be of above-normal intelligence, and t:o:r 
have developed more self-confidence and social poise. When she was3abla 
to participate in more of the activities she was-=> an, extremely co-operative 
and animated child. The social worker interpreted to the doctor th• 
need for Eleanor to return home,, although he had advised against it 
because of the poor living: quarters. The worker helped the mother plBlli 
to move and establish a new and attractive home • . 
The worker again was able to use a financial resourca~ for continued 
clinic treatment and hospital and convalescent care for over a two year.· 
period. These resources were found in the Orippled .Children's Division: 
and the Department of Social Welfare. Transportation was provided to 
assure regular clinic visits. The home to which Eleanor returned upon 
discharge from Crawford Allen Memorial was very poor. The worker tried 
to help~he mother find new living arrangements. It was considered bes~ 
for Eleanor to return home rather than stay in the convalescent hospital 
or be placed in a foster home, as Eleanor may have already suffered serious:-
emotional damage from the abnormally long separation from her mother •. ! .. 
When Paul was first referred to the Social Service Department in: 
194T·at the age of six years with a diagnosis of spina bifida, he had 
been known to the clinic previously/ and was treated conserv,atively ' for 
an increasing curvature and limited motion of the spine • . In addition 
he had a congeni~ally · paralytic club foot and slight shortening of his 
leg. Beth these conditions were considered inoperable • . Paul was 
referred to the Crippled Children's Division for payment of necessar.y.· 
back braces, orthopedic shoes, and a series of hospitalizations to 
correct the foot position with plaster casts. The foot was corrected' 
appreciably; and Paul now wears a leg brac:e, also purchased with the 
same funds. Although he was of school age ·and of normal intelligence, 
he did not attend public school and kindergarten. His mother felt h~ 
might be easily hurt by the children who attended from the "tough1 
neighborhood in which they lived. A supervised program was thought to 
be better than the public school and efforts were made to enroll Paul 
at the Mary C. Greene School, but they would nat accept him as he was.= 
only six, and they felt he needed kindergarten first. A private school 
placement was attempted to meet these requirements, but neither the school 
department nor the Family Service which was approached for this special 
need, was able to grant the necessary funds of $72 per year. It was:, not 
until the spring of 1949 that Paul was enroll•d at the llJB.ry m:. Green&· 
School; there had been some indecision about keeping this: ... school open, 
and until the question was decided they were not'. accepting new pupils.. 
A home teacher was provided until: this admission was arranged. Meeting 
Street School was also considered , but Paul wa:a ineligible because h~ 
had no diagnosis . f cere Tal palsy• 
Transportation to clinic and physical therapy treatments was 
provided three times weekly for Paul, until the school was arranged, 
through the hospital ambulance and the Red Cross •. When he began to 
attend school, a District Nurse physiotherapist' was sent into the home---
to give Paul continued exercises. He adjusted well to sChool and did 
not want to take time from school to come to clinic and treatments a&: 11 
often as previously. Paul was the only child in a large family who 
had any sign of abnormality, and as a result he was somewhat overprotected 'I 
l:ly his parents. To help him mature normally, and also to give his·· I 
physically tired mother a respite from her &itm.stant: care of him the; 
doctors suggested a period of convalescent care at Crawford Allen~ 11 
Memorial; the parents refused this, feeling- he was too young to leave I 
home at this time. The same reac.tion from the family came after the . 
worker's suggestion of a convalescent camp placement for Paul at1, 
Lakeside Home • . Later in the season when the family had reconsidered, 
we could not carry-the plan through because there \iere no vacancies., 
Total planning for Paul included financial help for continuing 
hospital care, purchase of appliances, and special assistance from the 
Department of Social Welfare to supplement period'ically inadequate 
incoma. Paul began formal schooling with the help of the medical 
social worker, although this was not effected without considerable delay. 
Regular transportation helped the family to follow the doctor's recom-
mendations for regular treatments more easily as it was difficult for. 
Paul' a mother to leave the small children home alone. C.rawford Allen 
Memorial had been advised as much for his mother.• s rest as for Paul' s ~ 
convalescent care. It would have been a good medical plan, but th&· 
continued care and security Paul received at home was probably a. 
greater advantage in the long run. In his short life he had been 
hospitalized so much that he was beginning to fear even the return to 
clinic for check-ups and the possibility of death•-
David was referred to the hospital from the -Chapin Hospital by; the 
Crippled Children's Program in 1940 after an acute episode of polio-
myelitis at the age of three. . Although his prognosis'; for life and 
recovery was good, he had extensive weakness of the muscles of the 
a~omen, hip, and left leg. He was placed on a Bradford frame, and 
was to remain at home for a year". with regula.r clinic treatment:.. The• 
Qrippled Children's Program met the coat of frequent changes in apparatus 
for a growing boy~ . The Warwick Sunshine Society, a group of women 
particularly interested in meeting the needs of crippled children, 
financed the cost of a private ambulance to bring David from his rural 
home to the hospital for treatments. This group also met the cost of 
a montn1 a stay at Crawford Allen Memorial during one sUllllller., as well as3 
providing David with clothing and other special needs. The Department 
of Social Welfare gave financial assistance when income of the father• 
an odd-jobber, did not meet the weekly needs •. 
In, l945 reconstructive orthopedic surger,r ·was begun for David •. Tha 
Crippled Children's Division met the cost of all hospitalizations. 
The physical rehabilitation is not yet completed. The Rhode Island 
Infantile Paralysis Foundation has purchased shoes for David, who does : 
not need orthopedic oxfords, but wears out shoes very quickly becaus~; 
of his limp•- The Foundation has in the past met the coat of many o~· 
David1 s appliances also. In the summers of 1948 and 1949, the medical! 
social worker planned a regular camp program with David, and arranged 
a two week stay,. which was financed by the Warwick Lions Club. Tliis,; 
is another local chaptier of a national group ·Which has expressed aJtl 
interest in the needs of handicapped children • . 
David is another boy who lived in · a rural area in a marginal 
inoome, family, where financial help in .meeting the coats of carecneeded 
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for treatment of residual poliomyelitis and transportation to and from 
clinic were necessary to his physical improvement. David attended a 
small village school with several grades in one room. His absences .. . 
during periods of hospitalization and required clinic care slowed up · 
his progress considerably. Home teaching could not be given on a 
regular basis, nor could he get individual instruction in the classroom. 
He was able to keep up to grade with the help of his mother, but did. 
not do work up to his capacity • . Now thirteen years old, he is reachi~ 
the age where serious thought must be given to his vocational adjustment. 
This boy could profit by a special vocational training school if sue~ 
were available in Rhode Island. Planning will soon be started witlt: the 
Division of Vocational Rehabilitation • . 
J<>seph was an, eight year old colo red boy when he was brought to ther 
hospital for treatment. A diagnosis of:. diplegic cerebral palsy waa;made. 
The condition was earlier thought to be rickets and good general conval~ 
escent care was re.commended at Emma P. Bradley HOme at a time when that.. 
institution was used as a convalescent facility. At the age of eig~. 
he was transferred back to the hospital for operative treatment which 
would hopefully permit him to walk. Complete recovery was noti. antici:-
pated. The boy had a slow drawl which made him speak with difficulty, 
but with effort he was able to speak clearly and to coordinate very well. 
The home conditions were poor, and his family was not intelligent enough 
to carry through the recommended treatment, and Joseph himself expressed 
a wish to return to the Bradley Home in preference to his own family ' 
He was operated on. and a good correction of both legs was achieved.. At 
twelve years of age, in 1942, Joseph was discharged to his own home a~ 
the Bradley Home had discontinued its program for crip.pled children.. In 
that same year Joseph's mother came to the hospital social worker and 
requested that he be transferred to Crawford Allen Memorial, as he wa&J 
too much of a problem, and too large a boy for her to care for him 
adequately at home. There were no more vacancies there at that time. . A 
home physiotherapist was requested and advised to help him learn to walk 
with canes. She was supplied by the Crippled Children's Division: who had 
paid for costs of Joseph's previous treatment. With lack of exercise,. 
Joseph had grown very obese and was . unable to walk.. · 
Im 194~ the Orippled Children' a Division authorized further:·hospital-
ization which had been recommended in hopes that some surgery might be 
performed to correct Joseph's flexed knees, and permit him to walk wit~ 
I 
I 
,I 
I 
I 
I 
I 
braces. F~s mother would not ~ree to surger.y; feeling that he had had 
enough and results were poor. She felt she would rather have him 
crippled for life rather than to undergo another operation. With inter-
!' pretation she was able to accept further corrective treatment af'ter. 
1
:,1 manipulation alone had not succeeded in achieving better, correction~ 
Hospitalization costs were met at this time by the Department of Social 
II 
Welfare, as the Otippled Ohildren 1 s Program had temporarily exha.ueteci 
ita funds. Kome teaching and a home physiotherapist were resumed af'ter-
·1 this surgery. In 1944, braces at a total cost of $80 were purchased b~ 
I 
the Crippled Ohildren1 s Program, and Joseph learned to walk reasonably 
well. He was delighted by the opportunity to do many new things and. 
to get out into the community. He was able to attend the ungraded room 
1 of a nearby public school and made a satisfactory community and school 
I adjustment in the light of his limitations. Transportation was necessary 
I
, early in this period of learning to walk, but as he gained confidenc~ 
he ~1as able to use bus transportation and enjoyed this independence. Ih 
I 
1947 he was referred to the Division of Vocational Rehabilitation bwhis: 
school principal but before action could be taken Joseph moved out of 
i the state. He returned in 1949, and came immediately to the medical' 
I 
social worker requesting help in contacting the rehabilitation agency~ as 
1 he was anxious to work: and earn money of his own. Ke completed the:: work 
of the seventh grade and did not want a program of training. Until a 
I satisfactory occupation is worked out for Joseph he is being assisted 
j temporarily by the Department of Social Welfare while he liv.e:e with a 
1, relative. 
I 
,J 
I 
'I 
The medical social worker, through a period of years, has been 
particularly helpful in assuming the responsibility for co-ordination_ 
of Joseph1 s medical program. His family, of border-line intelligence,. 
could not take the initiatiVce in planning without constant direction • . 
Joseph needed convalescent care facilities where he would be adequately.r 
cared for and built up before hospital treatment. Had there been a good 
foster home in Rhode Island for the care of crippled children, he would 
have benefited more from this type of planning than from prolonged 
institutional care:. Financial help was necessary for both medical and 
convalescent care. School planning for a child of dull-normal intelli-
gence had to be considered, but the services of a home teacher were 
obtained until Joseph learned to use his leg braces well enough to get 
I 
I 
1 to public schC?ol. A state physiotherapist helped with this part of the: 4 ~--- = =- -= =-- - - -= - --=-- --==-----=- --==-
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rehabilitation program • . Planning with the Division of' V.bcational 
Rehabilitation was started, but Joseph has not been interested in a 
training program as much as job placement. His limitations must be 
considered , but it is hoped that he may be able to set up a newspaper. 
stand • . 
Robert, . an eighteen year old colored boy, came to-·the Orthopedic· 
Clinic . in February 1948, and was immediately admitted to the hospital 
with· pain, swelling and limping.. The diagnosis was quickly established 
as rheumatoid arthritis ·of' the infectious type. In the initial interview 
with this immature boy the worker was able to review his poor social 
situation and offer him the resource of Crippled Children1 s Division' 
to help him finance the cost of hospital care. He was hospitalized 
for over two months. The boy was an orphan, living with a married 
brother, . who in turn lived with his in-laws. Physical conditions in 
I the home were poor, and Robert was definitely: unwanted. He had cantri-
l buted to the household expenses from his earnings as a Western Union 
I messenger. The medical staff advised against Robert' a return to the same home in which he had been living, and the worker talked with him 
I 
about application to the State Infirmary for convalescent care. A 
brother in Ohio agreed to take him, however, and he traveled there~ 
11 rema.ining eight months.. Because he had become ill again~ the brother,-
was unable to care for him, and sent him back to Providence. Robert: 
1
11 was again hospitalized, and this time discharged to the home of a friend 
ti where the worker arranged that he would pay board from a grant from the 
Department of Social Welfare. Cost of all medical care was again 
assumed by the C.rippled Children 1 a Program. Until the assistance grant: 
could be approved, the first two weeks 1 boarding charges were met 
through funds of the Social Service Department. Occupational therapy· 
was started at the Community Workshops. Although some:: transportation 
service was necessary, Robert was able to walk: and travel by bus most. 
of the time. Some effort was made to plan some recreational and social 
activity for Robert. As yet funds have not been procured for a YMCA 
membership so that he . might use the pool for exercise. A referral has: 
been made to the Division of Vocational Rehabilitation which is making ~ 
study, but Robert is not yet ready for an active program of training on 
r job placement •. 
II 
:j 
rl 
'I 
Social planning for this youth revolved about his need for urgent. 
medical care on two occasions, manipul ation of the unhealthy social 
environment in whi ch he lived, and in planning for rehabilitation so 
that he might return t o gainful empl oyment. Financial assiat ance to 
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1!1 meet the cost of hospital care and numerous x-raya, convalescence, and.i 
regular support were necessary. Joi nt planning with the Community 
I 
II 
Workshops, the Division of Vocational Rehabilitation and the hospitat 
social worker was done to give Robert occupational therapy and pr~~ 
vocational training. Total planning for this boy might have been. 
1 more satisfac.to!"J had there been a convalescent hoe pi tal available in, 
I 
I 
I 
Rhode Island to give intensive treatment for the ypung arthritic person• 
Tliia would include good medical supervision and careful social treatment, 
with possibly some p&y~hiatric service • . Some thinking about treatment: in 
a Boston: hospital was done, but this could not be carried through because 
!I of inadequate finances, even after careful interpretation to the Depart-
! ment of Social Welfare. 
I 
I 
I 
An analysis of these ten case studies rev,eala that all ten. children: 
needed medical services in the hoe pi tal, convalescent home:, or out-
patient department .to achieve physical rehabilitation. They all needed 
financial help to enable their families to meet the costa oflong~erm 
illness and handicap. . Six· of the te!Il needed special orthopedic appliano.es 
I 1 · and apparatus. Si~were ready to plan· job adjustment with the Diviaiom 
I 
I 
il 
I 
I 
I 
i' 
of Vocational Rehabilitation. Eight of the ten needed helP:-' ill! continuing_ 
education or planning special schoole . Case work interpretation to tHe 
patients or their parents was helpful to all ten cases in meeting personal· 
problems encountered as a. result of the handicap-. . Five of the ten 
children used camp experiences well in, their total personality growth •. 
~r~---==-=-~-= =-
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CHAPTER VII 
SUMMARY AND CONCLUSIONS 
This thesis has attempted to point out the ways in which the 
crippled child can be helped to achieve total rehabilitation through 
thou htful case- work pl nnin and co-ordination of~ the social resources 
in the community. The m dica settin provides only medical nd case 
ork services . group of c ses se acted from the total p tient case 
oad of the worker on a 1 e Orthopedic service of the ode Island 
Hos i a are presented as d t~. The cases studied were use o deter-
mine t e number and re uenc of resources utilized, the ifferent 
specif ·c needs provided by these co~ity services, and the total 
effect. o this planning on the i ndividual. 
The purpose of the thesis , questions presented for s tudy, the selec-
tion of the sample, nd t he limitations of the subject matter are e-
ined in the introductory c apter. The next c a ter outlines the phil-
osophy behind broad and complet e r ogram for crippled children, and 
stresses ood case- findin , e rly medic 1 treatment, inter-relationship 
between medical nd soci 1 ctors, education, vocat ona dance, and 
timat e placem t in a capacity where t he individual ma function o 
maximum de ee. Ch pter I out ines the develo ment of public and 
rivat e programs of care far crip e children on a nat ional level. 
Since the firs t White H0use Conference in 1909 there has been increasing 
interest in an integrated program for the handicapped child, but it i 
on sin e the as age of the Social ct~ity Act of 1935 th t there h s 
been an or anized program of medical , surgical , and af ter-care services 
for t he physical restoration d social re d ustment or cri pled children I 
The fourth cha t er describe the dev lopment of this pro m on ocal 
lev 1 in Rhode Islan • ha ter V es ribes the most s nificant servic s 
of ninete n mo e fre u ntl d ommun t resources in ode Island 
· h which the medic 1 oci 1 orker m y c rry on a total program for 
the crippl chiid. Presentation of ten case situations comprises 
Ch pter VI. 
The reader has been able to see from the .case stu t en individ-
1 ith various n nd r o em • he s t u es 1 o sh s ome o t e 
s in which the m die 1 s oci 1 orke meet these need • 
r uire the services of several diff rent ag nci s in carryin out a 
rogram o ehabilitat on for the total pers on •. e reader has be ab e 
to discern from he case mat erial resent , the use of r esources·· ··t o 
meet the m ical needs of the child both in and out of the hospital. It 
i readil seen that many of the chi dren need help with fi cial plan-
in for the med cal treatment d al ed xp nse of a ph sical han icap. 
T tion must be provided for those children who h ve too eat 
di bilit to e ublic service • T e chil ho i ill for a eriod f 
e s urin hi school li e needs s ome co-ordination of planning for 
continued educ tion in the period when he is in the hospital, conval-
escent home , or in the community. ometimes hi physica handica i 
s fi ientl great to prevent him from att-endin r egular p blic school. 
I thi c e pl ns m be rna e for the chi d t o attend a special s chool. I 
If the child has obt ined this kind of care he may have been able to 
ad ust to the special problems of his handicap. If he ha not , he may 
!I 
re uire t e se vices of psychiat ic 11 trained p rsons. P ans for r ec-
res t onal experience must also be made. Campin i s inc uded in this 
planning. In many instances the crippled chi d is not able to participat e 
~ the p ogram of ne ghbor ood ctivities , and will f eel eft out if 
ome other recreation is not pr ovide • t es rvices r inc 
he con e t o rehabilit tion for the cr · pp ed child , but e vocat on 
m s t a o e a efu y cons dared for. the oun person who is r ead t o 
in hop of seekin em oym nt. B cause of his handica , it 
i ct t at the cr e erson wil ne d ci 1 t e of occu -
t on to me t his h s ical imitations. uch j ob are much less ea to 
find, nd n man instanc s have to be creat ed to meet individu 1 needs. 
For the re ons the service of professional t aff of t ained rehab-
ilitation worker are necess ry o c ry t he ro m for cr le ch · dreP 
n 0 i t fin 1 et a es, th t of helping the individual into an d stm nt 
t t provides him with a useful and satis ying iving. Thi oa is ach-
eved on thr ough a carer p anne program of ersona _ d voca t on 1 
da ce. e medical oci 1 worker in the hos ital sett n teo-
or in tor of 1 the l anning for the ph sically handicapped person. It 
i s she who has close contact with the medical team and she who knows t e 
r ecommendations for he child ' s physical disability. Thr ou h interpret s-
tion of is needs in the light of his ph sical h ndicap, 
sible for the total plann ng. 
e is espon-
Th writer h s described the services of the resource in t he 
community which are used most fre uently to meet t he ne ds of crippled 
chil ren. ode I sl nd d the Cit of PrOVidence , in p rticul , ha 
t e ci ti s wi hich to car on a ve ood program of medical 
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The Rhode Island Hospital is the only general hospital' 
:I in the state with a well-organized Social Service Department. The state: 
I 
I 
I 
I 
II 
lj 
ij 
il 
II 
II 
li 
I 
agency has only one trained medical social ·..rorker on ita staff to meet. 
the many needs of the crippled children in the state who are not known 
to the Rhode Island Hospital. 
In reviewing the needs of the crippled children, the reader will 
see that in all the case studies presented there was some evidence of' 
financial need, either for extended medical care, appliances, or for .· 
maintenance. In all cases the combination of medical and social 
resources has helped the child overcome or improve his physicaL handicap .. 
Rehabilitation of the child was not achieved by medical care alone, but 
most frequently necessitated planning with several other agencies and 
with the parents. In those few instances where medical care and financial 1 
social worker has been helpful in coordinating the total school, home, 
and community activities of the crippled child. The children studied 
felt . the influence of their handicap in their adjustment in school. 
In some instances understanding parents with intelligence and foresigh~ 
were able to help the child attain a good adjustment. Frequent absenceS"~ 
for medical care slowed the progress of other children, and still othera> 
were able to adjust only in special classes. In each case, the school 
adjustment was planned to meet the needs of the individual child. Tli~ 
young people who had reached employable age all benefited from vocational 
counseling and guidance, although some preferred to seek jobs for them-
selves rather than to undertake further training. The children with·· tha 
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moat severe handicaps needed more careful consideration in job placement: 
and training. On the whole the younger children seemed to accept their.· 
handicap and medical treatment as a matter of course. It was the parana 
who found it difficult to accept the physical limitations of their. 
children. The adolescents, on the other hand, had a somewhat mor~ 
negative feeling about their illness, and the disability it may have 
caused. The studies sho\'1 that case work help, continued encouragement,. 
and good vocational planning helped the older youth to accept the 
limitations of their handicaps and gain some feeling of worth as an 
individual. 
Ae one reviews the material studied in the light of gaps and lacks 
in a total program we may conclude that there is need of some organized: 
program of foster care for crippled children, and children with other. 
diagnoses. The need for such a program is not large, but there are::. 
some children who would benefit by this care much more than institutional 
II 
care during a rather long period of convalescence away from their homes., 
There is also a need for a vocational training school for handicapped. 
youth. Ideally, this should be for physical handicapped children, 
but since Rhode Island is such a small state this school may have to b~ 
combined with one for the training of mentally retarded children. At: 
present, children must go out of the state for this training,. and 
arrangements must be made with the Division of Vocational Rehabilitation. 
Usually the expense cannot be met by state funds, and so the children 
who do have such a program are very few. There is also a need for" 
psychiatric services in a convalescent hospital for young children and 
adults who could benefit by such hel • · 
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is need for a continued effort to expand the resources 
now available for treatment of crippled children, there is also the need 
to stress still more the prevention of crippling conditions. Effective-
ness of this also depends upon the cooperation of all other groups 
concerned with the care of the crippled,--physiciane, nurses, nutritionists . 
·' 
and mental"health workers. These other groups have much to contribute- to 
an integrated social and medical program for crippled children.. Lt ia; 
the responsibility of· the hospital social worker to assist these persona 
to understand better the social component of disease, arid use this in 
making the practice of their own specialties more effective also • . 
Appr oved, 
Richard K. Conant 
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SCHEDULE 
Identifying Information 
1 . Social Case Number 
2. Out-Patient Re~ord Number 
3. Hospital Record Number 
4. Name •••••••••••• 5. Address ••••••••••••• 6. Age ••••••••• 7. Sex ••• .. 
8. Race ••••••• 9. Extraction ••••••••••• 10. Religion •••• ~ •• • ••••••••• 
1~. Marital Status at Time of Treatment •••••••••••••••••••••••••••••• 
12. School ••••••••••••••••••• 13. Grade •••••••••••••••••••• • ••••••••• 
14. New Case ••••••••••••••••• 15. Old Case or Re-opened •••••••••• • •• • 
Source of Referral to Hospital 
Presenting Problem 
Family 
1. Composition 2. Financial Circumstances 
3. Health Conditions and Me'dical Problems 
4. Place of Patient in Family Group 
5. Attitudes towards Patient's Condition and Treatment 
Physical Disability of Patient 
1. Duration of Illness •••••••• 2. Diagnosis ••••• 3. Previous MedicalC~e 
4. Prognosis •••••••••• 5. Use of Hospital or Clinic Treatment........ :1 
6. Extent of Disability or Crippling ••••••••••••••••••••••••••••••••• 
7. Adjustment to Physical Handicap ••••••••••••••••••• • •••••••••••••••. 
Use of Resource to Meet Medical Recommendations 
A. Hospital 
B. Apparatus 
C. Convalescent Care 
Use of Resource to Prevent Hospitalization and Give Medical Services 
Outside Hospital Setting 
A,. Foster Homes 
B. Convalescent Care 
C. District and Public Health Nurse 
11. 
VIII. Use of Resource to Meet Financial Need 
j A. Department of Public Welfare 
I B. Crippled Children's Division 
j C. Blue Cross and Private Insurance PlaQs 
'' D. Infantile Paralysis Foundation 
:
1
'.1' E. Special Local Groups 
1. Sunshine Society 
11 2. Lions Club I 
~ IX. Educational Services :1 
· II A. School Department I 
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B. Meeting Street School 
c. Home Teacher and Visiting Teacher Service 
D. Mary C. Greene School for Crippled Children 
X. Transportation 
A. Red Cross 
B. Hospital 
C. Private 
XI. Camp 
A. Regular 
B. Special Programs 
XII. Fsychiatric Services 
A. Case Work in Hospital Setting 
B. Child Guidance Clinic 
C. Emma P. Bradley Home 
XIII. Rehabilitation Services 
A. Division of Vocational Rehabilitation 
B. Community Workshops 
XIV. Gaps in Total Treatment Program 
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